Dr. W. Freudenthal: Three groups of cases of myxcedema may be distinguished: (1) The generalized myxcedema of cretins; (2) The pretibial myxcedema in Graves' disease of which Trotter and Eden have made a careful critical study (Quart. J. Med. 1942, 35 (N.S. 11) , 229); (3) The "atypical" myxcedema (Jadassohn-Doessekker, Arch. Derm. Syph., Wien, 1916, 123, 76) which was the subject of a discussion at this Section in January 1942 when a case with papular and annular lesions in a patient with nodular goitre was shown (Proc. R. Soc. Med., 35, 388) . To this group belong the present case, the case with papular and plaque-like lesions (after thyroidectomy) shown at this Section in December 1946 (Proc. R. Soc. Med., 1947, 40, 258) ; also Mumford and Barber's case of myxcedema moniliforme, shown January 1943 (Proc. R. Soc. Med., 36, 286) .
This third group deserves our attention and careful investigation, expecially from the endocrinological point of view.
Dr. W. R. Trotter: I agree with Dr. Freudenthal that we are here dealing with three quite separate conditions which affect the skin. There is first generalized myxcedema-hypothyroidism. Then pretibial myxcedema, which is invariably associated with a toxic goitre, although it may not appear until after the toxic goitre has been treated by thyroidectomy; nevertheless, it always appears in association with a toxic goitre. Finally there is the third group of which the present case is a good example. One would like to find some association with thyroid disease, but so far there is no direct evidence. Here, I think, we have to beware of falling into a terminological trap, for the term "imyxcedema" is used in two quite separate senses, namely, the sense commonly used in general medicine for the clinical picture produced by deficiency of thyroid secretion, and the literal sense in which it is used in dermatology for a mucinous infiltration of the skin. In this connexion I think the dermatologists have the right on their side, and if we could choose the sense in which the word is to be used it would be better if the term "myxoedema" were kept for use in its literal sense. However, I am afraid things have gone too far, and the term "myxcedema" is in such common use in the sense of hypothyroidism that there is no hope of recalling it. But as long as the term is used in two different senses there will continue to be a considerable amount of confusion. All we can say is that in Dr. Freudenthal's third group none of the cases has responded to oral thyroid extracts. That is certainly true of the pretibial type also, and they are unaffected by thyroidectomy. Only in the first group, associated with hypothyroidism, does the skin change at all when thyroid extract is administered. At the moment the third group remains a baffling and extremely interesting problem.
Dr. Freudenthal: Could the pituitary gland play a role in these conditions? Dr. Trotter: All we can say in that connexion is that pituitary over-activity may occur and may be a common factor linking the cases of hypothyroidism and the cases of pretibial myxcedema and toxic goitre, but again I have nothing to say about the third group.
Dr. E. Lipman Cohen: The name "pretibial myxcedema" is becoming so firmly entrenched as descriptive of a group that it is liable to be misleading if it is taken too exclusively. Lesions have been found on the lower part of the abdomen and on the thighs. I have suggested the name "myxcedema circumscriptum thyrotoxicum".
Dr. Freudenthal: As long as so muoh uncertainty exists as to the pathogenesis of all three groups of myxcedema it may be best to keep this term and use it simply as a descriptive one. Or, we may try to introduce the term "mucinoses" to cover all conditions in which the presence of mucin is an esssential factor; it may include granuloma annulare (Proc. R. Soc. Med. 1945, 38, 333) . Mrs. M. L., aged 41. Two children. In good general health. The eruption first commenced on her legs and forehead eight years ago. She now presents a striking appearance. On the forehead there are gyrate brownish lesions with a slightly elevated scaly edge, the centre being smooth and slightly atrophic. There are also several reddish-brown nodules on the face, and irregular infiltrating purplish and brownish plaques on the upper and lower limbs and shoulders. All the lesions are symptomless.
The eruption was not influenced during pregnancy. Her brother died of pulmonary tuberculosis five years ago.
A biopsy was done and the section shpws some granulomatous tissue in the dermis. The Dr. Hugh Gordon: The lesions on this patient's face are similar to those of a patient of mine shown to the Section in January. She has two circular plaques on the right lower arm with raised edges and a scaly atrophied centre. The histology was that of a sarcoid. In this present case there are both these superficial scaly lesions with scarring present together with the more typical indurated lesions on the limbs.
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Dr. Gordon said that he had not previously seen this superficial scaly type of scarring though there was an excellent picture in Jadassohn's Handbook. His case was improving satisfactorily on calciferol.
Dr. C. H. Whittle: I should like to ask whether it is a frequent experience to see scarring in sarcoids. One has the opportunity of watching the course of very few cases of sarcoidosis, because they are rare, but in my experience resolution is not usually accompanied by atrophy.
Irene M. P., aged 13 years 11 months. On examination.-Admitted to the South Eastern Hospital for Children suffering from a bullous eruption involving especially the elbows, extensor surfaces of the forearms and hands, the abdomen, lower spine and buttocks, the thighs, legs and feet, also slightly the shoulders, neck and scalp. The bulle were in all stages. Some contained serum, and some were haemorrhagic. The epidermis between the bullx in the more severely affected parts was extremely atrophied. There were many milia-like epidermal cysts, especially on the loins and extensor surfaces of the forearms. All the fingerand toe-nails had been lost. Her hair was fine and sparse, though her mother considered it to be thicker than ever before. Her teeth were soft and very badly decayed, many almost completely lost. Her tongue was small and shiny, with patches of leukoplakia, and could not be protruded beyond the teeth. Though of good average height, she was painfully thin. Finally, it was interesting when dealing with one congenital abnormality to find another, namely, that the right first and second toes were conjoined.
History.-She was born at home, weighing between six and seven pounds. After birth the right foot was found to be denuded of the epidermis, and at 3 weeks of age she was first brought to the hospital. She has been brought regularly every Thursday ever since, till the war began, and then she was evacuated with her mother, who cared for her till she returned to the hospital last month. Her notes go back to the age of 4, and the condition has remained much the same throughout. The birth injury to the foot healed quickly, but within the first seven days of life blisters were seen on the fingers, and thenceforth any knock or rub would cause a blister to develop. She is said to have been forward rather than backward with her teeth, and with walking and talking. She was fairly fat as a baby, but has been thin ever since she began to walk. She has never been to school, and was never allowed to play with other children. Having been taught solely by her mother and sister, it is a little hard to judge of her intellectual capacity. She reads children's books, writes interesting letters, and has a good memory.
Family history.-The parents are not related, and there is no history of any similar skin disease in the family. But her father exhibits transposition of the viscera. He also suffers from a gastric ulcer. There are no other familial congenital abnormalities.
Pathological investigations.-Wassermann and Kahn reactions negative. Urine: No porphyrins observed. Biopsy of blister (Dr. I. Muende): The epidermis has separated from the corium at the epidermo-dermal junction.
Treatment.-In the absence of specific treatment: confinement to bed, and penicillin dressings to prevent infection. The bullk continue to arise, particularly with skin contact, for instance where the legs are crossed during sleep. Discussion.-Epidermolysis bullosa usually begins during the first two years of life, and may subside at puberty. It is more frequent in males. It is divided into simple and dystrophic types, with intermediate cases. The simple type does not often affect the mucous membranes and does not leave scarring, nor are the nails affected. In the severe form the nails show many dystrophic changes, but are not often all lost.
The simple form is said to be inherited as a dominant, whereas the dystrophic may be as a dominant or recessive, the severest cases being recessive. Miss I. R., aged 57, states that her skin trouble began in March 1946, with numerous blisters over the back, followed very shortly by similar lesions over the whole body-the outbreak coinciding with an attack of lumbago.
Initially she was treated with sulphanilamide ointment but the various areas were aggravated.
When first seen by me in July 1946 the condition resembled dermatitis herpetiformis. Irritation was marked, but potassium iodide patch test was negative. There was no response to either arsenic or tablets of M & B 693.
